/ o Certification of Need for
z\f Re- Screening for Colorectal Cancer
for Individuals Over Age 50

WYOMING

Colorectal Cancer
Screening Program

Client’s Name:

Client’s Address:

Client’s Date of Birth:

Client’s Home or Cell Phone #:

Please check all that apply:
a Melena
O Hematochezia
A Bleeding from the rectum
Q Abdominal pain
QFeeling of discomfort or urge to have a bowel movement when there is no need to have one
Q Change in the shape or size of the stool
QChange in bowel habits
Q Unintentional/unexplained weight loss
O Fatigue or anemia without identified cause
0 Abnormal X-ray findings suggestive of colon disease
a Other* List all signs/symptoms:

* IMPORTANT NOTE: We may require additional documentation (i.e. copies of lab work, progress notes,
radiology reports, etc.) to demonstrate that other possible causes of symptoms have been ruled out and to support
your belief that there is reasonable justification to request a colorectal cancer re-screening at this time.

“Even though this client had a negative screening colonoscopy < 10 years ago, | believe he/she is at increased
risk for colorectal cancer for the reason(s) indicated above. Therefore, | am requesting a colorectal cancer re-
screening colonoscopy through this program.”

Physician’s Signature: Date:

Physician’s Name (please print):

Clinic Name:

Clinic Address:

You may fax a copy of this completed form to us to expedite the process; however please also mail the form
with the original signature to the program. Keep a copy for your records.

Wyoming Colorectal Cancer Screening Program (WCCSP)
Wyoming Department of Health
6101 Yellowstone Road, Suite 259 A, Cheyenne, WY 82002
Phone #: 307-777-2932 Fax #: 307-777-1950

For WCCSP Office Use Only: Review Date: Request Approved Request Denied

Reason(s) for Denial:

WCCSP Reviewer’s Signature:

Reviewing Physician’s Signature (All Denials):




